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Silva BAMS. Atraso no diagnóstico do câncer: as razões podem começar na infância 

[tese]. Araçatuba: Faculdade de Odontologia da Universidade Estadual Paulista; 2022. 

RESUMO 

A demora no diagnóstico do câncer atrasa o início do tratamento e tem impacto 

adverso no prognóstico do paciente. Embora o trauma infantil seja uma realidade 

comum na vida dos indivíduos, a ciência de sua ocorrência e consequências ainda 

são negligenciados em portadores de doenças crônicas. Estudos de nossa equipe e 

outros têm mostrado evidências das consequências do trauma infantil sobre aspectos 

emocionais, comportamentais e clinicopatológicos em pacientes com câncer. No 

entanto, até o momento, não há estudos que avaliaram a associação do trauma na 

infância com o atraso para o diagnóstico do câncer. O objetivo da presente pesquisa 

foi avaliar, pela primeira vez, a relação entre a ocorrência de trauma infantil e o tempo 

de demora para o diagnóstico da doença em um grupo de pacientes com câncer de 

cabeça e pescoço (CCP). Neste estudo transversal, 111 pacientes com câncer de 

cabeça e pescoço foram avaliados quanto aos fatores preditores para o tempo 

prolongado do paciente procurar atendimento e de sua trajetória no sistema de saúde 

até o diagnóstico da doença. O ponto de corte para avaliação do atraso para o 

diagnóstico foi de 3 meses, considerando até 3 meses como menor atraso e mais de 

3 meses como maior atraso. Dados demográficos, clinicopatológicos e 

comportamentais foram extraídos dos prontuários dos pacientes. O Questionário 

sobre Trauma na Infância (QUESI) foi utilizado para avaliar a ocorrência de trauma 

infantil. Análises de regressão múltipla foram usadas para avaliar a associação das 

variáveis demográficas, comportamentais e clinicopatológicas, bem como da 

ocorrência de trauma na Infância com tempo de demora para o diagnóstico de câncer. 

Os resultados mostraram que o tempo médio de demora para os pacientes com CCP 

procurarem atendimento após perceber o primeiro sinal da doença foi de 129,50 dias, 

e o tempo médio de atraso entre o paciente procurar o primeiro serviço de saúde após 

perceber o tumor e receber o diagnóstico definitivo de câncer foi 196,43 dias. A 

ocorrência de abuso físico na infância foi uma variável independente para maior 

demora do paciente em procurar o primeiro atendimento após ter percebido o primeiro 

sintoma de câncer (OR = 3,22, IC = 1,020-10,183, p = 0,046). Pacientes que tinham o 

tumor localizado na laringe (OR = 13,5, IC = 2,645-69,355, p = 0,002) e tinham 

histórico de abuso emocional na infância (OR = 6,7, IC = 1,974-23,293, p = 0,002) 



 
 

eram mais propensos a terem um tempo maior que 3 meses entre a primeira consulta 

em um serviço de saúde e o recebimento do diagnóstico de câncer. Pacientes do sexo 

feminino (OR = 5,6, IC = 1,658-18,934, p = 0,006) e com o tumor localizado na laringe 

(OR = 11,2, IC = 2,204-56,987, p = 0,004), tiveram um maior atraso entre perceber o 

primeiro sintoma e ter o diagnóstico da doença. Em conjunto a fatores 

clinicopatológicos, o histórico de experiências traumáticas na infância pode ser 

preditivo para um maior atraso do paciente com câncer procurar os serviços de saúde 

e receber o diagnóstico. Os resultados do presente estudo devem estimular que a 

redução do trauma no período infantil seja considerada no desenvolvimento de 

estratégias para a prevenção secundária do câncer. 

Palavras-chave: Neoplasias. Trauma psicológico. Adultos sobreviventes de eventos 

adversos na infância. Neoplasias de cabeça e pescoço. 

  



 
 

Silva BAMS. Delay in cancer diagnosis: the reasons may start in childhood. [thesis]. 

Araçatuba: UNESP - São Paulo State University; 2022. 

ABSTRACT 

Delay in the diagnosis of cancer retard the initiation of treatment and has an adverse 

impact on the patient's prognosis. Although childhood trauma is a common reality in 

the lives of individuals, the science of its occurrence and consequences are still 

neglected in patients with chronic diseases. Studies by our team and others have 

shown evidence of the consequences of childhood trauma on emotional, behavioral 

and clinicopathological aspects in cancer patients. However, to date, there are no 

studies that have evaluated the association of childhood trauma with delay in cancer 

diagnosis. The objective of the present research was to evaluate, for the first time, the 

relationship between the occurrence of childhood trauma and the delay time for the 

diagnosis of the disease in a group of patients with head and neck cancer (HNC). In 

this cross-sectional study, 111 patients with head and neck cancer were evaluated 

regarding predicting factors for the patient's prolonged time to seek care and their 

trajectory in the health system until the diagnosis of the disease. The cut-off point for 

evaluating the delay for diagnosis was 3 months, considering up to 3 months as the 

shortest delay and more than 3 months as the longest delay. Demographic, 

clinicopathological and behavioral data were extracted from the patients' records. The 

Childhood Trauma Questionnaire (CTQ) was used to assess the occurrence of 

childhood trauma. Multiple regression analyzes were used to assess the association 

of demographic, behavioral, and clinicopathological variables, as well as the 

occurrence of childhood trauma with time delay for the diagnosis of cancer. The results 

showed that the average delay for HNC patients to seek care after noticing the first 

sign of the disease was 129.50 days, and the average delay time between the patient 

seeking the first healthcare professional after noticing the tumor and receiving the 

definitive diagnosis of cancer was 196.43 days. The  childhood physical abuse 

occurrence was an independent variable for the patient's longer delay in seeking first 

care after having noticed the first symptom of cancer (OR = 3.22, CI = 1.020-10.183, 

p = 0.046). Patients who had the tumor located in the larynx (OR = 13.5, CI = 2.645-

69.355, p = 0.002) and had a history of childhood emotional abuse (OR = 6.7, CI = 

1.974-23.293, p = 0.002) were more likely to have a time greater than 3 months 

between the first consultation at a health service and receiving the diagnosis of cancer. 



 
 

Female patients (OR = 5.6, CI = 1.658-18.934, p = 0.006) and with the tumor located 

in the larynx (OR = 11.2, CI = 2.204-56.987, p = 0.004), had a longer delay between 

noticing the first symptom and being diagnosed with the disease. In conjunction with 

clinicopathological factors, the history of traumatic experiences in childhood may be 

predictive of a longer delay in the cancer patient seeking health services and receiving 

the diagnosis. The results of the present study should encourage the reduction of 

childhood trauma to be considered in the development of strategies for secondary 

cancer prevention. 

Keywords: Neoplasms. Psychological trauma. Adult survivors of child adverse events. 

Head and neck neoplasms. 
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1 INTRODUCTION  

Unfortunately, a large number of cancer patients are still diagnosed with the disease 

at an advanced clinical stage.1 If there is on maxim universally accepted in the context 

of oncology, it is that the prognosis of patients with an advanced clinical stage is worse 

compared to those patients diagnosed with the disease at an early stage.1,2 In general, 

cancer prognostic parameters such as the level of invasion of the primary tumor and 

the occurrence of regional or distant metastases, are highly dependent on the time of 

disease evolution.1-4 The delay in cancer diagnosis and treatment has an adverse 

impact on the patient's prognosis, increasing the chances of disease recurrence, with 

higher treatment cost and low survival.2,3 Patients who delay longer to seek care after 

noticing the first sign or symptom of the tumor tend to be diagnosed with advanced-

stage disease.3 There is a consensus that delays by both the patient and the health 

system are the main factors associated with a worse prognosis.1-4 The World Health 

Organization (WHO) intends target to reduce by one-third premature mortality from 

non-communicable diseases by 2030.5 For this, it developed the program 

Comprehensive Cancer Control, with the goal to detect the disease early, 

consequently, increasing the chances of cure, improving the quality of life and well-

being of the patient, decreasing the number of treatments and hospitalizations and 

increasing survival.2 

 The causes of delayed diagnosis of cancer have been widely explored, being 

low socioeconomic status and education, poor social support and lack of aware of the 

disease’s symptoms the main factors related to longer patient delay.1,4,6 In addition, the 

workload and family responsibilities are also common barriers that influence the 

patient’s delay.4 Women in particular blames their family obligations as one of the main 

causes for delaying their search for a health professional.4 Another relevant point is the 

emotional repercussions triggered after the patient notices the first disease’s 

symptoms. Some feelings like fear can be paralyzing, causing to the patient postpone 

seeking for a health professional instead of accelerating his appointment.4 The delay 

related to the health system depends on two important factors.1,7 The first is the 

professional's failure to detect malignant symptoms, often mistaken as signs of 

common illnesses.1,7 An improper diagnosis may also considerably delay the initiation 

of cancer treatment.1,7 The second factor is the long waiting time for making 

appointments, exams, and procedures necessary for diagnosis of the tumor.7  
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 Childhood trauma is characterized by behaviors that pose a risk to the child's 

physical and/or emotional well-being.8.9 The main subtypes of child maltreatment are 

physical, emotional and sexual abuse and physical and emotional neglect.8,9 Abuse is 

defined by behaviors towards the child that go beyond the norms of conduct and/or 

behaviors that carry substantial risk of causing physical and emotional harm.8,9 The 

negligence is conceptualized as the inability to meet the child's basic needs, in the 

physical and emotional spheres.8,9 Over the past 10 years, studies have shown strong 

evidence of the consequences of childhood trauma on emotional, behavioral and 

clinicopathological factors in cancer patients.10-12 Patients with a history of stressful 

events in the childhood period have high levels of anxiety, depression and worse 

psychological well-being after diagnosis and during cancer treatment.10-12 High levels 

of depression have been associated with childhood physical, sexual and emotional 

neglect and abuse in patients with breast, colorectal, lung and head and neck 

cancer.10-14 A previous study from our center showed that having suffered emotional 

neglect in childhood was a predictor for advanced clinical staging in head and neck 

squamous cell carcinoma (HNSCC) patients. However, the factors behind this 

association are still unknown.12 In view of the previous findings, we hypothesized that 

childhood trauma may be a relevant behavioral modulating factor with a potential effect 

in delaying the diagnosis of cancer in later stages of life. Thus, in the present study, 

we used a sample of head and neck cancer (HNC) patients to investigate for the first 

time the relationship between the occurrence of trauma in childhood and the delay in 

the diagnosis of cancer.  
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2 METHODS 

Ethical Statements  

This study was approved by the human studies committee of the Araçatuba Dental 

School, São Paulo State University (UNESP). Informed consent was obtained from all 

participants. 

 

Patients 

The study included patients with a definitive diagnosis of head and neck cancer who 

were registered and treated in the Oral Oncology Center, Araçatuba Dental School, 

São Paulo State University (UNESP). Patients who completed the following criteria 

were included: histopathological diagnosis of squamous cell carcinoma (SCC); tumors 

located in the oral cavity, oropharynx or larynx. Patients who had previous diagnosis 

of cancer, under the age of 18 years, and those with cognitive deficit that could interfere 

with an understanding of the questionnaires were excluded. 

 

Demographic, Clinicopathological and Behavioral Variables 

Demographic (age, gender, marital status, family income, education, living with 

someone), clinicopathological (comorbidity, tumor location, T classification, regional 

metastasis, clinical staging) and behavioral data (cigarette and alcohol consumption) 

were obtained by the medical team at the patient's admission once the cancer 

diagnosis had been established. The clinical staging was defined on the basis of the 

UICC criteria.15 The occurrence and severity of comorbidity was assessed according 

to the Charlson Comorbidity Index (CCI).16,17 Tobacco and alcohol consumption was 

graded according to abstainers, light (up to 10 cigarettes and 1-2 doses, per day), 

moderate (11 to 20 cigarettes and 3-4 doses, per day), and heavy (over 20 cigarettes 

and more than 4 doses, per day).12,18 
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Childhood Trauma Measurement 

Childhood trauma occurrence was assessed by the main investigator before starting 

cancer treatment using the Childhood Trauma Questionnaire (CTQ). The CTQ is an 

instrument that assesses abuse and neglect experienced in childhood.19 The 

questionnaire was translated and validated into Portuguese in 2006 by Grassi-Oliveira, 

Stein e Pezzi.20 The assessment is made following five criteria for traumatic events: 

physical abuse, emotional abuse, sexual abuse, physical neglect and emotional 

neglect.19,20 The instrument is recommended for over 12 years of age and has a score 

of five points, being 1 (never), 2 (few), 3 (sometimes), 4 (many times) and 5 

(always).19,20  

 

Analysis of the Delay Time to Cancer Diagnosis.   

The assessment of the delay time for HNSCC patients to seek care after noticing the 

first sign or symptom of the tumor was carried out through a semi-structured interview. 

This interview contains questions regarding the delay time the patient to seek the first 

assistance, and the number of professionals who attended the patient before the 

definitive diagnosis of the disease. The delay in cancer diagnosis was evaluated 

considering the patient's delay (period between the first perception of the first sign of 

the tumor and the search for a health professional), delay time in the health system 

(time between the patient's appointment with the first health professional and the 

definitive diagnosis of cancer), and the total delay time (period between the first 

perception of the disease and the diagnosis of cancer). All different delay times were 

evaluated in days. 

 

Statistical Analysis 

The SPSS program (SPSS, Inc., Chicago, IL) was used to perform univariate and 

multivariate analyses. The data were checked for normality, and Chi-Square Test and 

Fisher's Exact Test were used to investigate the association between the 

sociodemographic, biobehavioral, and clinicopathological variables, overall CTQ score 

and the five childhood trauma subtypes, with the three different delay types (patient's 

delay, health system delay and total delay) for the cancer diagnosis.  Continuous 
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measures of CTQ were tested for normality using the Shapiro-Wilk test. The results 

showed asymmetry to the right, rejecting the hypothesis of normality (p<0.0001). The 

median was used as cut-off point. CTQ scores below or above the median were used 

to define lower or higher occurrence of trauma. Moreover, continuous CTQ data were 

also classified in quartiles 1 and 2 considering very low and low occurrence of 

childhood trauma, respectively, and quartiles 3 and 4 as high and very high occurrence, 

respectively. To analyze the childhood trauma subtypes (CTS) a binary measure was 

used to assess the occurrence or not of each CTS. Delay time measures in days were 

categorized as follows: patient and healthcare system delay times were divided into 

shorter delay for cancer diagnosis (up to 90 days) and longer delay (more than 90 

days). The total time was divided into shorter delay (up to 180 days) and longer delay 

(more than 180 days). In the logistic regression analyses, two model were used to the 

study. In the first model the sociodemographic, clinicopathological, biobehavioral and 

CTQ variables were considered as independent variables, and the binary measure of 

the three delay times for cancer diagnosis as dependent variables. In the second 

model, all analyzes were adjusted for gender, age, marital status, income and 

education. The P values <.05 were considered significant for all analyses. 
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3 RESULTS 

Epidemiological and Clinicopathological Characteristics of the HNSCC Patients 

One hundred and eleven HNSCC patients met inclusion criteria, of whom 71 (64%) 

had tumors located in oral cavity, 28 (25.2%) in oropharynx and 12 (10.8%) in larynx 

(Table 1). Most of the patients were men (78.4%), of middle age (52.3%), married 

(56.8%). Only 18.9% lived alone, while 81.1% were residing with their partner and/or 

children. Fifty-four HNC patients (48.6%) reported low education (incomplete 

elementary school), followed by 34.2% with intermediary education (completed 

elementary school) and 17.1% with higher education (high school). The majority of the 

patients (57.7%) had low income, while 46.8% had at least one type of comorbidity 

(Table 1). As for the clinical staging, 54% of the HNC patients had the disease in an 

early stage (I and II), while 46% advanced stage (III and IV). Data regarding T 

classification, regional metastasis, CCI, and tobacco and alcohol consumption may be 

seen in Table 1. Most of the HNC patients (88.3%) had experienced at least one type 

of childhood trauma. The most common childhood trauma reported in CTQ was 

emotional neglect (34.2%) (Table 1), followed by physical child abuse (28.8%), 

physical child neglect (17.1%) and emotional child abuse (7.2%). Only one patient 

(0.9%) reported had suffered sexual abuse in childhood (Table 1). 
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Table 1. Demographic, clinicopathological and behavioral characteristics and 

CTQ measurements of patients with head and neck cancer    

 
Variables  
 

 
N (%) 

 
M 

 
Med 

Sex    
   Male  

 

87 (78.4)   
   Female  

 

24 (21.6)   
Age range (years)    
      0-45     

 

11   (9.9)   
    46-65   

 

58 (52.3)   
      > 65   

 

42 (37.8)   
Marital status    
   Not married  

 

48 (43.2)   
   Married  

 

63 (56.8)   
Live alone    
   No  

 

90 (81.1)   
   Yes  

 

21 (18.9)   
Education    
   Low education                                                                                                          

 

54 (48.6)   
   Intermediary education                                                                                    

 

38 (34.2)   
   High education                                                                                     

 

19 (17.1)   
Income (R$/month)    
   Low (until 1,000)                                                                                            

 

64 (57.7)   
   Intermediary (1,100 – 5,000)                                                                                            

 

43 (38.7)   
   High (> 5,000)                                                                                                

 

  4   (3.6)     
Tumor location    
   Oral Cavity                                                                                                 

 

71    (64)   
   Oropharynx                                                                                          

 

28 (25.2)   
   Larynx                                                                                               

 

12 (10.8)   
T – classification    
   T1  

 

20    (18)   
   T2  

 

40    (36)   
   T3  

 

30    (27)   
   T4  

 

21    (19)   
Regional metastasis    
   N0  

 

80 (72.1)   
   N+  

 

31 (27.9)   
Clinical stage    
   I                                                                                                                  

 

20    (18)   
   II                                                                                                                 

 

34 (30.6)   
   III                                                                                                                    

 

21 (18.9)      
   IV                                                                                                                

 

36 (32.4)   
CCI score*   
   0  

 

59 (53.2)   
   1  

 

35 (31.5)   
   2  

 

17 (15.3)   
Comorbidity type    
   Hypertension                                                                                             

 

40 (76,9)   
   Diabetes                                                                                                     

 

10 (19.2)   
   Others                                                                                                        

 

  2   (3,9)   
Smoking    
     No                                                                                                             15 (13.5)   
     Current smoker                                                                                         70 (63.1)   
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     Ex-smoker                                                                                                26 (23.4)   
Tobacco intensity    
     Light                                                                                                 19 (19.8)   
     Moderate                                                                                                 53 (55.2)   
     Heavy                                                                                                    24    (25)   
Alcohol Consumption    
     No                                                                                                             16 (14.4)   
     Current drinker                                                                                          58 (52.3)   
     Ex-drinker                                                                                                 37 (33.3)   
Alcohol intensity    
     Light                                                                                                 30 (31.5)   
     Moderate                                                                                                 28 (29.4)   
     Heavy                                                                                                      37 (39.1)   
Childhood Trauma      

    No 13 (11.7)     

    Yes 98 (88.3)     

   Overall CTQ*  33.85 30 

   Quartile CTQ*    
    1  34 (30.6)   
    2  27 (24.3)   
    3  23 (20.7)   
    4  27 (24.3)   
   Emotional neglect 38 (34.2) 8.30 6 
   Physical abuse 32 (28.8) 7.00 6 
   Physical neglect 19 (17.1) 7.03 5 
   Emotional abuse   8   (7.2) 6.43 5 
   Sexual abuse   1   (0.9) 5.09 5 

  *CCI: Charlson Comorbidity Index; *CTQ, Childhood Trauma Questionnaire; Values are mean (M) and median (Med).   

 

Delay in Cancer Diagnosis. 

The average delay for HNC patients to seek care after noticing the first sign of the 

disease was 129.50 days (Table 2). The minimum time for a patient to seek care was 

1 day, while the maximum time was 1825 days. Patients who had tumors located in 

the oral cavity delay an average of 139.08 days to look for a health professional after 

noticing the first symptom (Table 2). Patients with oropharyngeal cancer delay an 

average of 100.46 days, while patients with laryngeal cancer took an average time of 

140.58 days (Table 2). The average delay time between the patient seeking the first 

healthcare professional after noticing the tumor and receiving the definitive diagnosis 

of cancer was 196.43 days. The minimum delay time was 7 days and the maximum 

time was 2465 days. In the group of patients with oral cancer, the average delay was 

179.98 days (Table 2). In the group of oropharyngeal and laryngeal cancer patients, 

the mean times were 204.89 days and 274 days, respectively (Table 2). Finally, the 

total delay time for disease diagnosis of the HNC patients was 326.08 days, with a 
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minimum delay time of 20 days and a maximum delay time of 2555 days. Patients with 

oral cancer had a mean total delay time of 318.87 days, followed by 306.42 days for 

patients with oropharyngeal cancer and 414.58 days for patients with laryngeal cancer 

(Table 2). 

Table 2. Delay in cancer diagnosis in HNC patients. 

 
Variables 

 

 
N (%) 

 
M 

 
Med 

Patient delay time    

   Total HNSC 111  (100) 129.50 60 

   Oral    71    (64) 139.08 60 
   Oropharynx    28 (25.2) 100.46 52.5 
   Larynx    12 (10.8) 140.58 45 

Health system delay time    

   Total HNSC 111  (100) 196.43 60 

   Oral   71    (64) 179.98 60 
   Oropharynx   28 (25.2) 204.89 60 
   Larynx    12 (10.8) 274 272.5 

Total delay time    

   Total HNSC 111  (100) 326.08 150 

   Oral   71    (64) 318.87 120 
   Oropharynx   28 (25.2) 306.42 150 
   Larynx    12 (10.8) 414.58 365 

        Values are mean (M) and median (Med). 

 

Associations between the study variables and the differents delay types for 

cancer diagnosis.  

Univariate analysis showed that the occurrence of childhood physical abuse subtype 

was associated with a longer delay time (more than 3 months) for the patient to seek 

care after noticing the first sign of the disease (p=0.030) (Table 3). Higher comorbidity 

index (p=0.030), smoking (p=0.003), low global occurrence of traumatic events in 

childhood (p=0.036), and having suffered emotional abuse during childhood (p=0.047) 

were associated with longer delay than 3 months between search for the first health 

professional and receiving the diagnosis of cancer (Table 3). Having the primary tumor 

located in the larynx (p=0.023), being female (p=0.017), drinking alcohol heavily 

(p=0.017), and low occurrence of childhood trauma (p=0.010) were associated with a 

longer time between noticing the first sign of the disease and receiving the definitive 

diagnosis of cancer (Table 3). 
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Multivariate analysis showed that the occurrence of physical abuse in childhood 

was an independent predictor for longer delay time for the cancer patient to seek 

attendance after noticing the first symptom (Table 4). These patients took longer than 

3 months to seek care than patients without a history of physical abuse during 

childhood (OR=3.22, IC=1.020-10.183, p=0.046) (Table 4). HNC patients who had 

tumor located in the larynx and who had a history of childhood emotional abuse were 

more likely to have a delay time longer than 3 months between the first appointment 

by a health professional and receiving the diagnosis of cancer in relation to patients 

with oral cancer and patients without history of emotional abuse, respectively 

(OR=13.5, IC=2.645-69.355, p=0.002, OR=6.7, IC=1.974-23.293, p=0.002, 

respectively) (Table 4). HNC patients with tumors located in the larynx (OR=11.2, 

IC=2.204-56.987, p=0.004), and who were women (OR=5.6, IC=1.658-18.934, 

p=0.006), had a longer time delay between noticing the first symptom and having the 

diagnosis of the disease (Table 4). All analyzes were adjusted for gender, age, marital 

status, family income, and education. However, predictor variables remained in the 

model even after including these possible confounders. 
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Table 3. Associations between the different delay types and demographic, 

behavioral and clinicopathological variables and childhood trauma in HNC 

patients from univariate analysis.  

 
Variables 

 
Patient delay time€ 

 

 
Health system delay 

time€ 
 

 
Total delay time¥ 

 

Tumor location .889 .065 .023* 

Sex .243 .506 .017* 

CCI .427 .030* .894 

Smoking .329 .003* .143 

Alcohol intensity .071 .184 .017* 

Quartile CTQ .653 .036* .010* 

Emotional Abuse .442 .047* .313 

Physical Abuse .030* .444 .333 
€considering up to 3 months and more than 3 months; ¥considering up to 6 months and more than 6 months 
*Values are considered statistically significant at p<0.05 (Chi Square Test or Fisher’s exact tests). 
Abbreviation: CCI, charlson comorbidity index. CTQ, Childhood Trauma Questionnaire. 

 
 

 

Table 4. Logistic regression analysis considering CTQ measures and 

demographic and clinicopathological variables as independent for the delay 

time of the HNC patients.  

 
Dependent 
Variables 

 

 
Independent 

Variables 

 
OR 

 
95% CI 

 
P value* 

 
OR 

adjustedα 

 
95% CI 

 
P value* 

Patient delay 
time€ 

Physical abuse 3.2 1.020-10.183 0.046 3.2 0.981-10.743 0.049 

Health system 
delay time€ 

Tumor location 13.5 2.645-69.355 0.002 7.5 1.658-34.810 0.009 

 Emotional abuse 6.7 1.974-23.293 0.002 3.1 1.188-8,177 0.021 

     
   

Total delay 
time¥ 

Tumor location 11.2 2.204-56.987 0.004 13 2.223-77.013 0.004 

   Sex 5.6 1.658-18.934 0.006 3.9 1.176-13.061 0.026 
€considering up to 3 months and more than 3 months; ¥considering up to 6 months and more than 6 months 
*Values are considered statistically significant at p<0.05. Abbreviation: CTQ, Childhood Trauma Questionnaire; 
αOR adjusted for gender, age, marital status, income and education. 
 
 
 

  



31 
 

4 DISCUSSION 

Our results show significant delays for HNC patients to seek care after noticing the 

first sign of the disease (average of 129.50 days), as well as the health system to 

notify the diagnosis of cancer after the patient's first consultation (average of 196.43 

days). Consequently, the mean total time between the first perception of the disease 

and receiving the diagnosis was considerably long (average of 326.08 days). In 

patients with colorectal cancer, Wu et al. found that the mean patient delay was also 

high (more than 120 days).21 A recent study which was held in London showed that 

the average time delay for HNC patients was more than 90 days,  while the patient's 

path in the health system to the definitive diagnosis  was 300 days.22 Regardless of 

the type of tumor, this patient’s delay observed in our and other studies lead to a high 

chance of cancer being diagnosed at an advanced stage, delaying treatment initiation 

and drastically reducing the chances of a cure22,23 The main factors associated with 

patient delay in cancer diagnosis are the socioeconomic status and low education.22 

However, in our study we revealed for the first time that traumatic experiences lived 

in childhood were strongly associated with the three different delay types evaluated 

(patient time, health system time and total time). Childhood trauma has been pointed 

out as a relevant predictor for high levels of psychological symptoms, cancer-related 

fatigue, poorer well-being, and increased levels of inflammatory markers associated 

with poorer disease prognosis.12,24-26 However, for the first time, evidence is brought 

revealing that the delay in the diagnosis of cancer may be directly related to the 

occurrence of traumatic experiences in childhood.  

 Using a sample of patients with HNC as an exploratory model, our findings 

reveal that physical abuse experienced in childhood was a risk factor for the patient 

to take more than 90 days to seek a health service after noticing the first sign of the 

disease. Physical abuse is a subtype of trauma characterized by the use of physical 

force against the child, which can lead to damage to physical and emotional 

development27 Individuals who had a history of childhood physical abuse had a 49% 

chance of getting cancer at some moment in their lives.28 Women who were physically 

abused in childhood were 96% more likely to be diagnosed with cervical cancer than 

women without abuse.29 In our study, patients who reported experiencing physical 

aggression and violence during childhood, were 3.22 times more likely to take longer 

to seek care than patients without a history of this trauma subtype. It is not easy to 
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identify the mechanisms behind this association that is now emerging. However, we 

hypothesize that in these individuals who were traumatized at an early stage of life, 

touching certain body areas can produce sensations that remind them of the abusive 

or traumatic touch experienced in childhood. Thus, these patients would have greater 

resistance to being submitted to a physical examination or even to trigger a marked 

fear of having a diagnosis of a disease that would place them under the need to 

receive greater care in relation to physical health. Individuals who have suffered 

childhood trauma display an increased tendency towards fear than non-traumatized 

individuals30 Experiencing physical abuse as a child can have serious and long-term 

consequences, such as the development of the risk behaviors smoking and 

alcoholism, mental disorders and chronic diseases.12,31 That is, having a history of 

this trauma subtype not only influences the individual to come into contact with 

substances associated with the development of HNC (especially smoking and 

alcoholism), as also induces the patient to take longer to seek clinical care after 

noticing the lesion.   

 Regarding the health system delay time, our results also showed for the first 

time that patients who had a history of childhood emotional abuse had longer delay 

of the health system to receive a cancer diagnosis after seeking for the first health 

service. As this is an unprecedented finding, we may only, for the moment, speculate 

on some explanation. We consider that cancer patients who had a hostile 

environment in childhood, being constantly despised and threatened by the 

caregivers (individuals who should care and provide protection), would be more likely 

to present deficits in social interaction, disfavoring attitudes and behaviors necessary 

for their communication in different health services. One study showed that social 

interaction was affected in borderline personality disorder patients who had a history 

of childhood emotional abuse.32 Larynx cancer patients had longer delay of the health 

system for receiving a cancer diagnosis after seeking for the first health service 

(OR=13.5, IC=2.645-69.355, p=0.002) and longer total time, comprised between the 

first perception of the disease and being diagnosed with cancer (OR=11.2, IC=2.204-

56.987, p=0.004). We consider that this time was significantly longer in patients with 

larynx cancer compared to those with tumors in oral cavity and oropharynx due to 

frequent symptom interpretation problems or due to deficient initial examination by 

the health professional. In the study by Teppo & Alho, 2009 the survival and tumor 
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size of larynx cancer patient were affected by the healthcare professional's delay in 

diagnosing the disease (more than six months after the first appointment).33 The 

authors also consider that the delay may be due to the professional's attitudes 

towards the common symptoms of these cancer patients, like hoarseness, for 

example.33 

The results of the current study also revealed that women with cancer had a 

longer total delay time (time between the first perception of the disease and being 

diagnosed with cancer) compared to men. A possible justification for this result may 

be based on the cultural characteristics inherent to the female sex, for example, 

taking care of the house, the family, the job, leaving for later the care of your own 

health. In general, women considerably influence the spouse to constantly seek 

medical care, however, the man does not influence the partner to seek medical 

help.32,33 Moreover, women receive less support from their partners when they are 

diagnosed with cancer.33 Unfortunately, the quality of marital relationships was not 

addressed in the current study. In addition, compared to men, female patients with 

HNC tend to have fewer classic risk factors for cancer (smoking and alcoholism). Due 

to the absence of a classic clinical profile for the disease, there could be greater 

difficulty, and therefore more time, for some health professionals to conclude the 

definitive diagnosis.34 This study has some limitations. The information regarding 

patient and health system delay times depended exclusively on the patients' memory. 

This memory can be impaired by the age of the patient (most of them were over 50 

years old). While the trajectory time in the health system can be measured in a 

relatively accurate way, the patient delay until seeking care may be more difficult to 

measure accurately. The date of onset of symptoms is based only in the patient's own 

perception, which is subjective and may be influenced by social and cultural factors.35 

Other limitations were the  categorization of the CTQ measures and delay time, so 

that  only one cutoff point (3 months) was used. Finally, the assessment and 

measurement of childhood trauma was performed only by a validated questionnaire. 

Although the method used to assess childhood trauma is the most used worldwide, 

the patient may not feel comfortable reporting painful childhood events, denying the 

occurrence of the event, or not having their memory of the event.  

Overall, the current study reveals for the first time that together with other 

clinicopathological factors, the occurrence of traumatic experiences in childhood can 
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be predictive for the delay of the patient with head and neck cancer to seek health 

services and receive a diagnosis. Although this relationship needs to be explored in 

patient samples from different countries and cultures, as well as with other types of 

malignant tumors, our findings can help to propose new strategies for secondary 

cancer prevention. They suggest that public health policies for reducing the delay in 

cancer detection should also be directed towards focusing on the earlier stages of 

life. The new evidence presented here may stimulate that the secondary cancer 

prevention policies aiming at its early detection should consider the consequences of 

childhood trauma and the development of strategies for its mitigation.   
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ANEXOS 

ANEXO A – Comitê de Ética em Pesquisa 
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ANEXO B - Normas para publicação no periódico New England 
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